Individuals with borderline personality disorder (BPD) often experience deficits in social role performance, which encompasses the ability to adhere to socially defined rules and norms of behaviour. Additionally, research suggests that coping styles influence the way individuals with BPD manage stress, and that overall symptom severity and functioning in individuals with BPD varies across genders. This study sought to explore these variables via moderated mediation, investigating the mediating influence of coping styles on the relationship between BPD symptoms and social role dysfunction, and if these association were further moderated by gender. Participants (N = 233) were outpatients attending an intensive group treatment program who completed self-report measures on personality dysfunction, coping styles, and social role functioning. A moderated mediation model shows that for women with high BPD symptoms, usage of emotion-oriented coping was associated with increased social role dysfunction.
References ... ..................................................................................................................................23 viii Borderline personality disorder (BPD) is characterized by instability of interpersonal relationships, self-identity, and emotions, causing significant distress amongst those affected and substantial impairment in daily life functioning. (DSM-5; American Psychiatric Association, 2013; Zielinski & Veilleux, 2014) . Additionally, men and women have been found to have noted differences in symptom presentation of BPD, despite similar levels of symptom severity experienced across genders (Skodol & Bender, 2003) . Some of the most severe problems among individuals with BPD that require intervention (self-injury, suicide attempts, and/or impulsive/reckless behaviours) often stem from social difficulties or dysfunction and occur across a wide variety of domains . Therefore, a more nuanced understanding of the social difficulties individuals with BPD experience is needed, and further investigation may inform continued efforts to ameliorate long-term suffering and dysfunction.
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Social Role Functioning in BPD
Individuals diagnosed with BPD often show marked instability in social relationships, which may be coupled with maladaptive or non-normative social behaviours directed at the self and others (DSM-5; American Psychiatric Association, 2013). Individuals diagnosed with BPD can fluctuate through extreme idealization and devaluation towards others, and often exhibit intense fear of abandonment. Additionally, displays of anger or hostile behaviour can serve to further detriment social functioning, leading to fewer positive relationships, increased relationship termination, and smaller, more discordant social networks (Clifton, Pilkonis, & McCarty, 2007) . The presence of high BPD features has been associated with social interactions that may be perceived as overly assertive and devoid of intimacy, or submissive and lacking in confidence (Ryan & Shean, 2007) . Moreover, individuals with BPD often exhibit poor social problem-solving skills (Bray, Barrowclough & Lobban, 2007) , which are often critical to the overall development and maintenance of BPD (Kosson, Walsh, Rosenthal, & Lynch, 2015) , though the etiology of these interpersonal disruptions is debated. A few factors, including difficulties interpreting social cues (Schaffer, Barak, & Rassovsky, 2015) , deficits in emotion regulation skills (Dixon-Gordon, Chapman, Lovasz, & Walters, 2011) , enhanced perception of social stimuli that is often attached to negative, self-referential emotional states (Dinsdale & Crespi, 2013) and strong reaction to perceived rejection or social abandonment (Romero-Canyas, Downey, Berenson, Ayduk, & Kang, 2010) , likely interplay to form complex, pervasive patterns of social dysfunction. Research also suggests when individuals with BPD generate solutions to social problems, these solutions are often passive and indirect, or impulsive and carelessthereby insufficient to remedy the social problem at hand (Stepp et al., 2011) . Collectively, these deficits of social communication and interaction have been found to be pervasive over time and are the most resistant to treatment intervention, enduring after other BPD related difficulties have abated (Stepp, Hallquist, Morse, & Pilkonis, 2011) .
Social role functioning, more specifically, refers to the capacity of an individual to act in age and socially appropriate ways in specific contexts, informed by social norms and preconceived ideas of situationally appropriate behaviour (Sherborne, Stewart, & Wells, 1992) .
Deficits in social role functioning have been linked to BPD (Narud, Mykletun, & Dahl, 2005) .
For example, difficulty forming and maintaining stable, secure, and healthy relationships is a defining characteristic of BPD. Social relationships among individuals with BPD are often characterized by intense periods of volatility, fluctuating between extreme idealization and devaluation ((DSM-5; American Psychiatric Association, 2013) . Additionally, individuals with BPD often report relationship insecurity (Berenson, Johnson, Zhao, Nynaes, & Goren, 2018) , centered around fears of abandonment followed by frantic efforts to avoid the perceived abandonment. As such, it is not surprising that individuals with BPD are more likely to be separated or divorced, and to have reoccurring interpersonal difficulties with romantic partners, bosses, friends, neighbours, and family than individuals without a BPD diagnosis (Javaras, Zanarini, Hudson, Greenfield, & Gunderson, 2017) . Additionally, any of these relationships that are maintained tend to be of lower quality (shallow, superficial, and/or tumultuous).
Social role dysfunction has also been associated with BPD in employment settings.
Embodying the social role of employee poses unique challenges, as maintaining and succeeding in the workplace is often dependent on task performance (Thompson, Payne, Horner, & Morey, 2012) . Individuals with BPD are likely to struggle with planning and implementing effective strategies to complete tasks, as emotion dysregulation may derail focus, thereby impacting overall job performance (Thompson et al., 2012) . These deficits may be more pronounced if the work involves repeated social interaction or interdependence on coworkers. Indeed, research suggests that individuals with BPD are less likely to have post-secondary education, less likely to sustain employment, and more likely to be on disability (Zanarini, Frankenburg, Hennen, Reich, & Silk, 2005) . These outcomes have also been found to be coupled with low work satisfaction, unrealistically high expectations of perfection, avoidance of tasks and procrastination, and generally poor work habits (Salz, 1983) . Overall, individuals with BPD often report less social support, more conflicts, and less integration across multiple social domains (Beeney, Hallquist, Clifton, Lazarus, & Pilkonis, 2018) .
Coping Style and BPD
Coping is a set of overt and covert strategies employed to deal with stressful situations, and manage the emotional consequences (Pereira-Morales, Adan, Lopez-Leon, & Forero, 2018).
Coping styles have been conceptualized as distinct strategies that people use when faced with stressors: task-oriented coping (direct problem solving), emotion-oriented coping (rumination, increased negative affect, self-blame, and emotional displays like crying), and avoidanceoriented coping (minimizing, denying, or circumventing stressful situations; Endler & Parker, 1990 ). Avoidance-oriented coping can be further subdivided into distraction (solo) and social diversion (with others; Pereira-Morales et al., 2018).
While the range of coping strategies employed by healthy adults tends to be large, difficulties associated with BPD often limit the repertoire of coping strategies, denoting high levels of coping inflexibility, which can produce unproductive or inefficient coping mechanisms (Linehan, Bohus, & Lynch, 2007) . Emotion-oriented coping is most often used by individuals with BPD in stressful situations, resulting in marked increases in irritability, oppositionality, negative affect, impulsivity, and aggression (Dougherty, Bjork, Huckabee, Moeller, & Swann, 1999) . Conversely, low rates of task-oriented coping are often found amongst individuals with BPD (Kremers, Spinhoven, Van der Does, & Van der Dyck, 2006) . Additionally, avoidanceoriented coping is often found in individuals with BPD, with this form of coping thought to be associated with experiential avoidance: behaviour that functions to avoid or escape from unwanted experiences (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996) . This phenomenon may include suppressing emotional experience or expression, avoiding situations associated with distress, and engaging in both adaptive and maladaptive distraction behaviours (Hayes et al., 1996) .
Gender as an Important Consideration
Notable gender differences have been observed regarding BPD diagnosis and its presentation. Women are more often diagnosed with BPD (Skodol & Bender, 2003) , and women with BPD have also been found to have a higher prevalence of diagnostic symptoms, as well as increased symptom severity compared to men (Silberschmidt, Lee, Zanarini, & Schulz, 2015) .
Further, women with BPD show a more internalizing clinical presentation than men, with higher rates of anxiety, depression, and PTSD symptoms (Skodol & Bender, 2003) . Conversely, men present with more externalizing symptoms, with increased presence of substance use and impulsive behaviours. Women with BPD displayed more aggression and hostility towards others, which likely detriments functioning in social relationships (Skodol & Bender, 2003) , counter to expected results due to the social desirability of women and girls towards less aggressive behaviours.
These differences have potential implications on the relationship between coping styles and social functioning in individuals with BPD. Gender affects each aspect of the social process, particularly when considering behaviour in stressful situations (Matud, 2004) . Gender determines both whether a situation will be perceived as stressful, and then influences coping responses and the social implications of those stress reactions. One main hypothesis for this difference focuses on the traditional socialization patterns of men and women. These patterns in women tend to prescribe coping that is more emotionally laden and socially oriented, whereas the socialization patterns of men tend to promote emotional avoidance and goal-focused coping styles (Almeida & Kessler, 1998) . Though multiple studies have found results consistent with this hypothesis (Endler & Parker, 1990 , Ptacek, Smith, & Dodge, 1994 , some evidence suggests that gender differences in the use of coping strategies may be diminishing and are becoming less constrained by gender, paralleling social shifts in gender roles (Matud, 2004) . Within a BPD population, however, it is unclear whether these gender differences in coping with stress are present, and whether they follow trends associated with non-clinical populations.
Present Study
Maladaptive coping and social dysfunction are hallmarks of BPD. Further, there is strong evidence that there are gender differences in the coping styles and interpersonal behaviors associated with BPD. Men with presence of high BPD symptoms have been thought to present with externalizing symptoms and emotional avoidance when faced with stress, whereas women with high BPD symptoms are thought to present with internalizing symptoms; both of which likely result in social dysfunction amongst those affected. However, it is unclear specifically how gender influences these associations. Therefore, the purpose of this study was twofold; to examine the mediating (i.e., indirect) effects of coping styles on the association between BPD symptoms and social dysfunction and to examine if gender moderated the mediating effects.
Chapter 2: Methods
Participants and Procedures
Participants (N = 233) were consecutively admitted patients in a psychiatric daytreatment program for personality disorder or significant personality dysfunction. Participants completed pre-screening assessments prior to beginning the program. Affiliated research ethics boards approved this study and all participants provided informed consent. Demographic characteristics are presented in Table 1 .
Measures
Wisconsin Personality Disorders Inventory -IV.
(WISPI-IV; Klein et al., 1993) .
The Wisconsin Personality Disorders Inventory -IV is a 214-item self-report of DSM-IV personality disorder symptoms. The WISPI-IV includes scales for each of the eleven personality disorders (only the BPD scale was used in analysis, but all eleven were administered). Items are rated on a 10-point scale from 1 (never/not at all) to 10 (always/extremely). The WISPI-IV has been shown to have high internal consistency with alphas averaging .88 across all scales (Barber & Morse, 1994) . Additionally, the WISPI-IV has shown convergent and discriminant validity amongst individuals diagnosed BPD (Klein et al., 1993; Smith, Klein, & Benjamin, 2003) . The WISPI-IV also shows high concurrent validity with other personality disorder scales, such as the Personality Diagnostic Questionnaire (Hyler et al., 1994) 
and the Millon Clinical Multiaxial
Inventory -I (Millon, 1983) . In this study, we used the mean borderline symptom score, with higher scores indicating greater BPD symptom severity. ; Endler & Parker, 1990) .
Coping Inventory for Stressful Situations. (CISS
The CISS is a 48-item self-report scale that measures three dispositional coping strategy styles: task-oriented coping, emotion-oriented coping, and avoidance-oriented coping.
Avoidance-oriented coping is further sub-divided into two specific avoidance strategies:
distraction and social diversion. Presently, we used all four subscales. The items are rated on a 5point scale from 1 (not at all) to 5 (very much) and participants indicate how frequently they engage in various coping activities during a stressful event. Subscale scores were the sum of item responses, with higher scores indicating greater use of that coping style. The CISS has been found to have stable factor structure, test-retest reliability, internal validity and construct validity (Cosway, Endler, Sadler, & Deary., 2000; Endler & Parker, 1990 ).
Social
Adjustment Scale -Self-Report. (SAS-SR; Weissman, 1999) .
The SAS-SR is a 42-item self-report scale derived from the Social Adjustment Scale
Interview (Weissman & Bothwell, 1976 ) that assesses role performance in the past two-weeks across seven role domains: work/school, social/leisure, economic, extended family, primary relationship, parental, and the family unit. Participants rated their impairment in each domain from 1 (not at all) to 5 (very much). We created a global adjustment score by computing the mean of item responses, with higher scores indicating greater overall social role dysfunction.
Previous research using the SAS-SR shows test-retest reliability and construct validity (Delvecchio, Di Riso, Lis, & Salcuni, 2016) .
Data Analytic Plan
Primary analyses were conducted using moderated mediation via the PROCESS macro in SPSS version 25 (Hayes, 2013) . This allowed us to simultaneously examine (a) the mediating (i.e., indirect) effects of coping styles between the association of BPD symptoms and social role dysfunction, and (b) gender's moderating effects on the mediating effects of coping styles. To facilitate a normally distributed indirect effect, we bootstrapped each of the indirect effect's sampling distributions 20,000 times. Indirect effects were considered significant if the 95% confidence intervals (CIs) did not straddle zero.
Power analyses conducted via G*Power (Erdfelder, Faul, & Buchner, 1996) found that number of women in the sample (N = 160) was sufficient to detect effect sizes of d = 0.2, while the number of men in the sample (N = 78) was sufficient to detect effect sizes of d = 0.8.
Chapter 3: Results
Preliminary Analyses
All continuous variables fell within acceptable ranges of normality as noted by Shapiro-Wilks tests (p > 0.05), and scatterplots revealed no multivariate outliers. Means, standard deviations, and correlations of all primary study variables are shown in Table 2 .
Moderated-Mediation Model
First, we determined whether each mediating effect should be examined separately for women and men by evaluating the index of moderated mediation. A significant index of moderated mediation indicates that the mediating effects are different for men and women; Because the index of moderated mediation was not significant for task or distractionoriented coping, we examined the unconditional mediating effects for these constructs. Results indicated that neither task or distraction-oriented coping significantly mediated the association between BPD symptoms and social maladjustment (see Table 2 ).
Because the index of moderated mediation was significant for emotion and distractionoriented coping, we examined the conditional mediating effects (i.e., the mediating effects for men and the mediating effects for women). Results indicated thatfor women, but not for men - 
Chapter 4: Discussion
The present study extended our understanding of gender's influence on the association between BPD symptoms and social maladjustment through coping. Our primary finding was that emotion and distraction-oriented coping mediated the association between BPD and social maladjustment for women, but not for men. Also, that for men and women, neither task or distraction-oriented coping significantly mediated the association between BPD symptoms and social maladjustment.
While direct associations between BPD symptoms and coping styles were congruent with previous literature, more interesting to the scope of this study are the overall mediating effects of these coping styles and their relationship to social functioning, particularly with the inclusion of gender as a moderator of these indirect effects. Emotion-oriented coping was found to mediate the relationship between BPD symptoms and social role functioning in women, echoing previous literature about emotion dysregulation and emotion-oriented coping. As BPD symptoms increased among women, emotion-oriented coping also increased, which in turn was related to an increase in social role dysfunction, encompassing difficulties performing in norm-informed, socially sanctioned ways in roles such as employee or partner (Spitzer, Fischbacher, Herrnberger, Grön, & Fehr, 2007) . Emotion-oriented coping, encompassing coping strategies including increased negative affect, rumination, and crying (McWilliams, Cox, & Enns, 2003) , may not likely be universally useful in promoting social role functioning. Crying or extreme anger presentation, for example, may engender aversive reactions from others, contributing to tension in team/group settings and interfere with task performance in the workplace, where taskoriented coping is likely expected (Thompson et al., 2012) . Simple tasks may become overwhelming or marred with difficulty, impacting social standing and acting in opposition to expected behaviour. This finding adds to literature regarding the detriment of emotion dysregulation in individuals with BPD symptoms, and its inherent interrelatedness to coping.
While task-oriented coping strategies may be the most adaptive in times of stress, they are often not salient or available (McWilliams, Cox, & Enns, 2003) , so emotion-oriented coping may be utilized to provide a sense of emotional release or outlet on a short-term basis. However, it often fails to alleviate long-term stress or promote necessary change, decreasing overall quality of life (Pereira-Morales et al., 2018) . These results align with current understanding of how women with BPD are often found to present with more internalizing symptoms of emotion dysregulation, and may perhaps also lend to some speculation about how women with BPD use emotion-oriented coping in social contexts. Often, some degree of emotion-oriented coping can be adaptive, ideally met with empathic responses from others and utilized to effect problem resolution. Indeed, women may be socialized to have greater access to these responses (Hobfoll, 2014) . From this, it may be the case that women with BPD have not received the same level of empathic responsiveness from formative social relationships, and have thus developed an exaggerated form of emotional coping that reflects desperate efforts to be responded to by those around them, despite ultimately leading to the opposite result. Additionally, this pattern of emotion-oriented coping in women with BPD may reflect an activation of an internal image of helplessness in the face of adversity, and the belief that one must appeal for a rescuer to solve their problems.
Additionally, social diversion-oriented coping showed an interesting pattern of association in women. As severity of BPD symptoms increased, social diversion-oriented coping decreased, which was subsequently associated with an increase of social role dysfunction. This seems to contradict previous research regarding avoidance-oriented coping, which includes coping strategies such as denial of the problem or resulting distress, disengagement, and social withdrawal (Pereira-Morales et al., 2018; Gardner, Archer, & Jackson, 2012) and their presence in BPD populations. Though avoidance-oriented coping has been found to be heightened in clinical presentations of BPD (Gratz, Rosenthal, Tull, Lejuez, & Gunderson, 2009 ), specifically investigating social diversion-oriented coping may shed more light on how individuals with BPD access and utilize social support when faced with stress, and how this coping style impacts selfregulation processes.
When utilizing social diversion-oriented coping, the individual is using social situations and interaction to detach from and avoid the problem or situationally stressful task. The individual may seek social connection as a means of seeking emotional support, which has been posited to allow for stress buffering, reducing or eliminating the effects of stressful experiences by the social network offering less threatening interpretations of adverse events, as well as utilization of the social network to distance or distract oneself from the stressor (Cohen, 2004) .
Social diversion, thus, represents stressor avoidance in conjunction with positive emotional coping (Endler & Parker, 1999) . Research has shown that social diversion-oriented coping is associated with life satisfaction and increased positive affect (Saklofske, Austin, Mastoras, Beaton, & Osbourne 2012) , as well as increased perceived social support (Ponizovsky, Grinshpoon, Sasson, & Levav, 2004) . More generally, social support, defined by Cohen (2004) as instrumental, informational, and emotional support from others intended to help an individual cope with stress, is a protective factor for psychological well-being, and stable, satisfying relationships can serve to shield individuals with BPD from distress (Rosenbach & Renneberg, 2014) . Interestingly, presence of high BPD symptoms has been found to be predictive of more perceived social support and more social network partners overall (Lazarus, Southward, & Cheavens, 2016) . So, it could be expected that we would see positive associations between BPD and social diversion-oriented coping, and a subsequent decrease in social role dysfunction.
However, when considering the findings of this study, where the opposite occurred, the question arises: what would prevent women with BPD from seeking social engagement and support if it is part of a seemingly adaptive coping style that may help improve overall social functioning and feelings of positive affect?
Recent research has sought to explore this question by examining underlying cognitive processes of individuals with BPD in social contexts, revealing a double-edged sword of social support seeking in BPD. While individuals with BPD may predict a greater number of social partners, it is the composition and quality of these social networks that is insufficient (Lazarus, Southward, & Cheavens, 2016) . Individuals with BPD tend to seek novel partnerships, which may prevent investment in more familiar and adaptive partnerships. Additionally, these social partners are perceived as less supportive and reliable, and networks often contain emotionally intense partners and those with whom relationships have been previously severed (Zielinski & Veilleux, 2014; Clifton, Pilkonis, & McCarty, 2007) . These factors combine for a poor-quality social network that is often unable to support the individual when they seek it. Furthermore, BPD specific deficits may impact the receiving of social support when it is available, particularly expectations and rejection and reduced trusting behaviour (Lazarus, Southward, & Cheavens, 2016) . This rejection sensitivity can alter perception of social interactions, with individuals with BPD reporting an increased sense of exclusion and a tendency to feel excluded even when objectively included (Renneberg, Herm, Hahn, Staebler, Lammers, & Roepke, 2012) . Together, these two facets would likely highly detriment social integration and role functioning, especially in states of distress, prompting states of emotional invalidation and self-fulfilling prophecies of social rejection in individuals with BPD (Zielinski & Veilleux, 2018) . Particularly amongst women with high BPD symptoms, whom are often expected and socialized to be more sociallyengaged than men, these difficulties may prevent the usage of social diversion-oriented coping despite the desire to interact socially. The potential myriad of pitfalls they may encounter trying to engage may dissuade social diversion, even if they see its potential utility. Women with BPD who use social diversion-oriented coping may do so initially with the intention of engaging in social support seeking, but may believe that these others cannot offer the resources necessary to bolster the self in such a manner that will ultimately help resolve difficulties. These issues may only have been seen in women within this sample due to the way women access support during times of stress. Hobfoll (2014) extensively discussed social support seeking as a primary coping mechanism for women when faced with stress, which may serve as a prototype for social diversion-oriented coping for women with BPD. So, in this sample of women with severe personality dysfunction, deficits are likely to become more salient. A lack of results among men may be due in part to the smaller number of male participants within the study, with power analysis showing only the ability to detect large effect size among men. Additionally, further avenues for research including men with BPD may include examining patterns of BPD symptomology amongst male participants including severity and symptom presentation, to make more direct theoretical links to coping and social role dysfunction.
These interactions between BPD symptoms, coping and social dysfunction have important implications for clinical practice. Firstly, increased dysfunction across various social roles that emerges from problematic coping might engender further emotional distress by confirming dysphoria and maladaptive cognitive-affective schema that individuals with BPD have about themselves and the world around them. Specifically targeting and seeking to modify coping strategies through therapy may work towards breaking this cycle. In turn, this may give individuals with BPD a sense of increased social efficacy, thereby potentially reducing dysphoria and altering underlying schemas or internal models of social interaction and functioning.
Additionally, therapy specifically targeting coping can work to help develop the individual's capacity for handling emotions without having to rely on ineffective or maladaptive coping strategies, which may decrease coping inflexibility. Thus, specifically targeting and heightening the ability to manage these emotions through a broader, more suitable application of coping strategies that are situation-appropriate and socially nuanced might allow for the ongoing inclusion of coping strategies that may have been previously inaccessible.
Additionally, therapy can be utilized as an effective social role modelling experience, in which the therapist models appropriate role functioning and adaptive coping in session. As the social difficulties in BPD tend to outlast other deficits (Stepp, Hallquist, Morse, & Pilkonis, 2011) , dealing with the distress that could arise while learning more adaptive forms of coping in a safe environment, without consequences such as a relationship ending or getting fired from their place of employment, could be a particularly useful skill for individuals with BPD. The therapist must also identify what current coping strategies are already in place, especially those that are utilized in social situations, and evaluate the client's capacity for change so that they may specifically tailor interventions to target areas of deficit.
This study has a few notable limitations. First, the results of the current study should be interpreted considering methodological limitations around the use of cross-sectional, selfreported data. Analyses and inference relied solely on self-report data from pre-screening questionnaires of a larger study, and as such must be interpreted preliminarily. Although theory supports the proposed moderated mediation model, the cross-sectional nature of this data and design cannot imply causality (Gardner, Archer, & Jackson, 2012) . Future research should focus on multimethod reporting of all variables, particularly coping and social role functioning, to provide a more nuanced understanding of coping social contexts in the presence of severe personality dysfunction. Observer ratings for assessing coping have higher external validity than self-report (Gardner, Archer, & Jackson, 2012) . Additionally, observing coping and social role functioning in vivo over multiple time points may provide better understanding of the dynamic nature of social interaction which simply cannot be assessed by a single self-report (Kramer, 2012) . This could be accomplished through observer ratings, or ecological momentary assessment methods. Further, this study only included age as a covariate in the examined models and did not control for the influence of Axis I and other Axis II disorders. As this study was an early foray into the relationship between BPD symptoms, coping and social role functioning, this may be a particularly important avenue to pursue in future research, given the high comorbidity of diagnoses and level of detriment experienced.
Conclusion
Our findings highlight the importance of the relationship between coping and social functioning in BPD populations. Findings suggest that social diversion-oriented coping may be important to improving multiple facets of functioning in individuals with BPD. Given the pervasive nature of social deficits in BPD, and the increased social isolation often experienced by those with a diagnosis, future research should investigate this relationship by incorporating assessment of social support and social network composition. This may further inform psychological treatment for individuals with BPD, prioritizing social functioning in tandem to managing emotion regulation difficulties. Targeting these avenues early and simultaneously may not only improve client adherence to both treatment protocols and recommendations but may impactfully improve quality of life for individuals with BPD. .005
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